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Abstract: 
Necrotizing fasciitis is an aggressive infection that influences superficial fascia and damages 
the overlying soft tissue. The infection usually happens in the fascia of the body and extremi-
ties; however, this condition can also happen in the maxillofacial area. This infection usually 
occurs in patients with chronic conditions, such as patients with diabetes mellitus or patients 
with blood vessel disease.  
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Introduction

Throughout history, millions of people re-
ported died as a result of bacterial infection. 
This condition can be infectious from one 
person to another or from animal to human. 
Generally, infection is caused by bacteria, 
fungi, viruses, and parasites.[1] In develop-
ing countries, the number of deaths caused 
by infection has reached 39.5 million cases, 
and more than 25% are caused by parasites 
and infectious diseases.[2] Patient safety in 
a hospital is a service system that provides 
patient care to become safer. A critical pa-
tient is a patient with a life-threatening con-
dition, that involves one or more disorders 
of vital organ systems. Without adequate 
intervention, this condition will worsen the 
patient’s general health, causing permanent 
organ damage, and even death in hours to a 
few days.[3] 
Infectious disease is a type of disease 
caused by germs, this condition usually 

happens in a tropical area like Indonesia. 
Some of the diseases are classified as en-
demic, and to treat this disease, antibiotics 
are used.[4] The prevalence of this infec-
tious disease does not yet show a degres-
sion from year to year—various causative 
factors of infection include poor nutritional 
intake, lack of sanitation, and antibiotic re-
sistance. Repeated use of antibiotics on sev-
eral bacterial strains can cause a resistance 
condition.[5] 
About 30% of infection incidents in the 
United States came from the hospital (nos-
ocomial infection). The gram-negative bac-
teria that commonly cause the infection are 
P. aeruginos, Acinetobacter baumanni, En-
terobacteria-ESBL (Extended Spectrum 
Beta Lactamase) producing or Car-
bapenemase and Escherichia coli. In Indo-
nesia, the gram-negative bacteria that cause 
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hospital-related infections tend to be re-
sistant to antibiotics that is used.[6] 
The other frequent pathogens that cause a 
higher incidence of nosocomial infection is 
Staphylococcus aureus. Pathogens related 
to toxic shock syndrome are usually conse-
quences of food poisoning, endocarditis, 
pneumonia, osteomyelitis, sepsis, arthritis, 
and encephalitis.[7] S. aureus is responsible 
for over 80% of suppurative diseases, with 
superficial skin as its natural habitat until 
we found some antibiotics to treat the dis-
ease, to prevent death, and also to improve 
continuity of human life.[8] 
Most antibiotic usage occurs at the hospital, 
however, not all hospitals have regulations 
for supervising germ resistance, infection 
control, and monitoring antibiotic usage, 
making new guidelines in sustainable ways 
for antibiotic usage and prophylaxis as well 
as monitoring resistance patterns with la-
boratory test data so it can be used to dis-
cover potent antibiotics, that safe and effec-
tive.[9] A hospital should always take a rec-
ord of sensitivity patterns with sensitivity 
test laboratory data so it can be used as a 
guideline for antibiotic usage.[4] 
Patients in the emergency unit with sub-
mandibular abscess cases caused by odon-
togenic infection, is a patients who need ap-
propriate action and handling as well as ad-
equate antibiotics. In Indonesia, antibiotic 
therapy for bacterial infection disease was 
usually done based on empirical experience 
in the past or from international journal rec-
ommendations. This matter cannot justified 
because the bacterial pattern of the disease 
and its resistance pattern to antibiotics is 
different between one area with other re-
gions, and also different from time to time. 
Irrational antibiotic usage can trigger bacte-
rial resistance.[10] Empirical antibiotics us-
age was almost done to all of the patients. 
Empirical antibiotics administration was 
done based on bacterial pattern, and bacte-
rial resistance was based on departmental 
units. Most of the germs and resistance pat-
terns are reported in various journals from 
the number of cases at the hospital. 

Therefore, the objective of this study is to 
analyze the germs and resistance pattern in 
submandibular abscess patients resulting 
from odontogenic infection in Hasan Sadi-
kin Hospital emergency unit.  
Based on the background above, the main 
theme of this research is, an infection that 
originates from odontogenic is an infection 
that can cause abscess formation and can 
worsen to become a cervical necrotizing 
fasciitis condition, so that the treatment 
choice for emergency patients with cervical 
necrotizing fasciitis is necrotic debridement 
and antibiotics therapy administration with 
a precise empirical target, and this can be 
achieved from germs pattern data collection 
and antibiotics sensitivity testing in patients 
cervical necrotizing fasciitis, so this study 
was done with collecting germ culture data 
and sensitivity tests resulting from odonto-
genic infection from January 2020 – De-
cember 2022 period as consideration for 
empirical antibiotics therapy selection 
based on antibiotic sensitivity pattern to 
bacterial culture results as well as prognosis 
in maxillofacial surgery patient at the emer-
gency unit at Hasan Sadikin Hospital, Ban-
dung.  

Methods  
This study is an observational descriptive 
study with a retrospective approach using 
bacteria culture and resistance data as well 
as recorded data from patient's medical rec-
ord. The study variables that is used in 
study is 1) Bacteria culture result; 2) Anti-
biotics sensitivity types; 3) Gram positive 
and negative bacteria; 4) Aerobes and an-
aerobes bacteria.  
This study was done with method as fol-
lowing:  
1)  Collect oral and maxillofacial surgery 
patient data at Hasan Sadikin Hospital with 
painful cervical necrotizing fasciitis caused 
by odontogenic infection from January 
2020 – December 2022 via oral and maxil-
lofacial surgery patient at the emergency 
unit at Hasan Sadikin Hospital, Bandung.  
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2)  Submit the medical record borrowing 
application who have been recorded to the 
medical record officer at Hasan Sadikin 
General Hospital, Bandung.  
3)  Identify the patient's cervical necrotiz-
ing fasciitis diagnosis according to rec-
orded data.  
4)  Filling form by the researcher according 
to the instructions format  
5)  The data that has been collected through 
medical records is then recapitulated in  
Microsoft Excel format.  
6)  Data processing, data analysis, and dis-
cussion  

Materials  
The target population in this research is all 
bacterial culture lab results from oral and 
maxillofacial surgery patient in emergency 
unit that experienced cervical necrotizing 
fasciitis resulting from odontogenic infec-
tion from January 2020 – December 2020 
which meets the inclusion and exclusion 
criteria.  
As for the criteria of this study, namely:  

1)  Inclusion criteria  
Medical record and bacterial culture results 
from oral and maxillofacial surgery patient 

in emergency unit ata Hasan Sadikin Hos-
pital that experienced cervical necrotizing 
fasciitis resulting from odontogenic infec-
tion from January 2020 – December 2022  

2)  Exclusion criteria 
Medical record from patient with cervical 
necrotizing fasciitis which is not caused by 
odontogenic infection and not be equipped 
with bacterial culture results  
Results  
This descriptive observational study was 
carried out at Dr.Hasan Sadikin Hospital 
Bandung to all diagnosed patients with cer-
vical necrotizing fasciitis from January 
2020 until December 2020. Number of pa-
tient data and cultures obtained is 28 sub-
jects. The research results are presented in-
cluding culture characteristics, and mi-
crobes resistance test data to several antibi-
otics were examined.  

Patient Characteristics  
Table 1 explains characteristics of sample 
that diagnosed with cervical necrotizing 
fasciitis from January 2020 until December 
2020 based on type of gender, average age 
as well as there is or not growth microbes 
based on culture.

Table 1: Characteristics of patient 
Variable  N = 28  
Age  46.21± 1 8, 82  
Sex  
Man  21 (75%)  
Woman  7 ( 25%)  
Culture growth  21 (75%)  

 
Germ and Resistance Patterns on The 
Cervical Necrotizing Fasciitis  
Table 2 explains the distribution or pattern 
of germs found based on culture results in 
patients with cervical necrotizing fasciitis. 

The most common germs found to cause 
cervical necrotizing fasciitis at Hasan Sadi-
kin General Hospital is Pseudomonaeru-
ginosaosa (20.6%0 and followed by 
Klebsiella pneumonia (17.2%).
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Table 2: Germs pattern percentage on the cervical necrotizing fasciitis 
Sr. No. Culture results  N (%)  
Gram negative  
1 Pseudomonas aeruginosa  6 (20.6)  
2 Klebsiella pneumoniae  5 (17.2)  
3 Acinetobacter baumannii  4 (13.7)  
4 Enterobacter cloacae  2 (6.8)  
5 Burkholderia cepacia  2 (6.8)  
6 Achromobacter xylosoxidans  2 (6.8)  
7 Stenotrophomonas maltophilia  1 (3,4)  
8 Escherichia coli  1 (3,4)  
Gram-positive  
1 S. pneumoniae  4 (13.7)  
2 Staphylococcus aureus  1 (3,4)  
3 Staphylococcus hominis  1 (3,4)  
4 Streptococcus Sanguinis  1 (3,4)  

 
Table 3 explains the results of antibiotic 
sensitivity and resistance tests on the germs 
found based on culture results in patients 
with cervical necrotizing fasciitis. The table 

presented sorted based on higher percent-
age, that is Pseudomonas Aeruginosa, 
Klebsiella Pneumonia, S. Pneumonia, and 
Acinetobacter Baumannii

 
Table 3: Antibiotics Sensitivity Test from Pseudomonas Aeruginosa (n=6) 

Sr. No. Antibiotic name  Sensitive  Intermediate  Resistant  
1 Ampicillin sulbactam  1. 16.6%  - 83.4% 
2 Cefotixin screen  - - 83.4% 
3 Ceftriaxone  - 16.6%  83.4% 
4 Gentamicin  1. 33.3%  - 66.7%  
5 Amoxicillin-clavulanic  - - 100%  
6 Tazobactam  1. 83.4%  16.6% - 
7 Cephalothin  - - 100%  
8 Cefazolin  - - 100%  
9 Cefuroxime  - - 100%  
10 Cefoperazone  - - 100%  
11 Cefotaxime  - - 100%  
12 Ceftazidime  1. 83.4%  - 16.6%  
13 Cefepime  33.3%  - 66.7%  
14 Ciprofloxacin  33.3%  - 66.7%  
15 Levofloxacin  - - 100%  
16 Moxifloxacin  - - 100%  
17 Azithreonam  66.7%  33.3%   
18 Tigercycline  66.7%  - 33.3%  
19 Vancomycin  - - 100%  
20 Clindamycin  - - 100%  
21 Erythromycin  - - 100%  
22 Meropenem  83.4%  - 16.6%  
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Figure 1P: Aeruginosa sensitivity results 

 
Antibiotic sensitivity test results used in Pseudomonas Aeruginosa culture obtained that 83.4% 
of cultures (5 of 6 cultures) were sensitive to tazobactam and meropenem and 66.7% (4 of 6 
cultures) were sensitive to tigercyclin and azitreonam.  
 

Table 4: Antibiotics Sensitivity Test from Klebsiella Pneumonia (n=5) 
Sr. No. Antibiotic name  Sensitive  Intermediate  Resistant  
1 Ampicillin sulbactam  20% 20% 60% 
2 Cefotixin screen  - - 100% 
3 Ceftriaxone  20% - 80% 
4 Gentamicin  20% 20% 60% 
5 Amoxicillin-clavulanic  - 20% 80% 
6 Tazobactam  60% 20% 20% 
7 Cephalothin  - - 100%  
8 Cefazolin  - - 100%  
9 Cefuroxime  20% 20% 60% 
10 Cefoperazone  - - 80% 
11 Cefotaxime  20% - 80% 
12 Ceftazidime  20% - 80% 
13 Cefepime  20% - 80% 
14 Ciprofloxacin  20% - 100%  
15 Levofloxacin  - - 100%  
16 Moxifloxacin  - - 100%  
17 Azithreonam  20% - 80% 
18 Tigercycline  80% - 20% 
19 Vancomycin  - - 100%  
20 Clindamycin  - - 100%  
21 Erythromycin  - - 100%  
22 Meropenem  80% - 20% 
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Figure 2: Sensitivity results K. Pneumonia 

  
Antibiotic sensitivity test results that used in Klebsiella Pneumonia culture were obtained that 
80% of cultures (4 of 5 cultures) were sensitive to tigercyclin and meropenem and 60% (3 of 5 
cultures) were sensitive against tazobactam.  
 
Table 5 Antibiotics Sensitivity Test from S Pneumonia (n=4)  
Sr. No. Antibiotic name  Sensitive  Intermediate  Resistant  
1 Ampicillin sulbactam  25% - 75% 
2 Cefotixin screen  - - 100% 
3 Ceftriaxone  - 25% 75% 
4 Gentamicin  25% - 75% 
5 Amoxicillin-clavulanic  - - 100% 
6 Tazobactam  25% - 75% 
7 Cephalothin  - - 75% 
8 Cefazolin  - - 100%  
9 Cefuroxime  - - 100%  
10 Cefoperazone  - - 100%  
11 Cefotaxime  - - 100%  
12 Ceftazidime  25% - 75% 
13 Cefepime  25% - 75% 
14 Ciprofloxacin  25% - 75% 
15 Levofloxacin  - - 100%  
16 Moxifloxacin  - - 100%  
17 Azithreonam  25% - 75% 
18 Tigercycline  75% - 25% 
19 Vancomycin  - - 100%  
20 Clindamycin  - - 100%  
21 Erythromycin  - - 100%  
22 Meropenem  75% - 25% 
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Antibiotic sensitivity test results used in S. Pneumonia culture were obtained that the culture 
was 100% (4 of 4 cultures) sensitive to tigercyclin and 75% (3 of 4 cultures) were sensitive 
against meropenem. As many as 50% (2 of 4 cultures) results showed are sensitive to tazobac-
tam, cefoperazone, and cefepime.  

 
Figure 3: S. Pneumonia sensitivity results 

 
Table 6: Antibiotic sensitivity test from Acetinobacter Baumannii (n=4) 

Sr. No. Antibiotic name  Sensitive  Intermediate  Resistant  
1 Ampicillin sulbactam  25% 20% 60% 
2 Cefotixin screen  - - 100% 
3 Ceftriaxone  - - 80% 
4 Gentamicin  25% 20% 60% 
5 Amoxicillin-clavulanic  - 20% 80% 
6 Tazobactam  25% 20% 20% 
7 Cephalothin  - - 100%  
8 Cefazolin  - - 100%  
9 Cefuroxime  - 20% 60% 
10 Cefoperazone  - - 80% 
11 Cefotaxime  - - 80% 
12 Ceftazidime  25% - 80% 
13 Cefepime  25% - 80% 
14 Ciprofloxacin  25% - 100%  
15 Levofloxacin  - - 100%  
16 Moxifloxacin  - - 100%  
17 Azithreonam  25% - 80% 
18 Tigercycline  75% - 20% 
19 Vancomycin  - - 100%  
20 Clindamycin  - - 100%  
21 Erythromycin  - - 100%  
22 Meropenem  75% - 20% 
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Figure 4: Sensitivity Results of A. Baumannii 

 
Antibiotic sensitivity test results used in 
Acetinobacter culture Baumannii obtained 
that 75% of cultures (3 of 4 cultures) were 
sensitive to tigecycline and meropenem.  

Discussion  
Necrotizing fasciitis is an aggressive infec-
tion that influences superficial fascia and 
damages the overlying tissue. Infection 
usually happens in the fascia of the body 
and extremities, however, this condition 
can happen in the maxillofacial area. This 
infection usually occurs in patients who 
have chronic disease, such as in patients 
with diabetes mellitus or patients with 
blood vessel disease. The infectious process 
can spread quickly, cause an infection of 
the fascia, perifacial fields and worsen into 
secondary infection to skin, soft tissue, and 
the muscles above and below it. Microbiol-
ogy pattern infection of necrotizing fasciitis 
varies and usually happens with polymicro-
bial. Aerobes and anaerobes bacteria are 
generally found in microbiology tests. At 
three patients with cervical necrotizing 
fasciitis that have been treated, all own 
polymicrobial infection with multi-resistant 
organisms.[34.41] 
This disease is a direct consequence of 
bacterial infection caused by skin integrity 
damage in about 80% of cases. Gram-

positive cocci specifically strains of 
Staphylococcus aureus and Streptococci, 
are responsible as the common source of 
the infection. Polymicrobial infection also 
occurs because gram-negative and 
anaerobic combination involvement.[41] In 
this study, 10 out of 28 samples that 
experienced cervical necrotizing fasciitis 
were found to have polymicrobes 
involvement, and gram-negative bacteria 
tend to dominate.  
Necrotizing fasciitis influences about 0.4 of 
every 100,000 people per year in the United 
States. In a few regions of the world, this 
disease generally happens to one in every 
100,000 people. Necrotizing fasciitis is a 
life-threatening disorder with a high num-
ber of deaths. Lateness in diagnosis or treat-
ment usually produces bad results.[41] 
Morbidity and mortality in necrotizing 
fasciitis usual happen because of septic 
shock, intravascular disseminated coagula-
tion disease, and organ failure.[32] Early 
diagnosis of necrotizing fasciitis is very im-
portant for possible earlier treatment in a 
way aggressive for the best result for the pa-
tient. Frequent misdiagnoses happen be-
cause signs and symptoms at the beginning 
are not clear and symptomatic appear simi-
lar to cellulitis and other infections. Along 
development of necrotizing fasciitis, the 
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patient become in a way systemic no longer 
healthy and showing signs of shock.[34] 
About 30% of infection incidents in the 
United States originate from hospitals (nos-
ocomial infection). Gram-negative bacteria 
that are the common cause of infection are 
P. aeruginosa, Acinetobacter baumanni, 
Enterobacteria producers of ESBL (Ex-
tended Spectrum Beta Lactamase) or car-
bapenemase, and Escherichia coli. In Indo-
nesia, Gram-negative bacteria that are the 
common reason for hospital-related infec-
tion tend to be resistant to antibiotics 
used.[6] On this study, this obtained that the 
most common bacteria in patients with cer-
vical necrotizing fasciitis is Pseudomonas 
Aeruginosa, Klebsiella pneumonia, 
Acetinobacter baumannii which part of 
gram negative bacteria group.  
The other frequent bacteria pathogens that 
cause a higher nosocomial infection inci-
dent  
is Staphylococcus aureus. Pathogens that 
can cause disease in a way related area with 
toxic shock syndrome as a consequence 
from poisoning food, endocarditis , pneu-
monia, osteomyelitis, sepsis, arthritis, and 
encephalitis.[7] S. aureus is responsible for 
over 80% of suppurative diseases, with sur-
face skin as its natural habitat until we 
found some antibiotics to cure the current 
infectional disease, so it can prevent death 
and improve continuity of human life.[8] 
The common usage of antibiotics happens 
at the hospital, however, not all have a pro-
gram for supervision of resistant germs, 
control of infection, keeping an eye out for 
the use of antibiotics at the hospital, make 
making new guidelines in a way sustainable 
For the usage antibiotics and prophylaxis as 
well as monitor pattern resistance with rec-
ord resistance test laboratory data so that 
can be used For now antibiotic still Potent, 
safe and effective as well as produce outer 
good clinic.[9] A House Sick take notes 
pattern sensitivity with view sensitivity test 
laboratory data so can used as guidelines 
use of antibiotics.[4] This thing aims to use 

antibiotics regularly with rational and cor-
rect targets, also for minimize happen re-
sistance antibiotics because of irrational 
use.  
In Indonesia an antibiotic therapy adminis-
tered to bacterial infection disease usually 
done based on empirical experience in the 
past or on recommendations journal from 
overseas. This matter No can justified re-
membering bacterial pattern and its re-
sistance pattern to antibiotics different be-
tween one area with other regions and also 
different from time to time. Irrational anti-
biotic usage can trigger bacterial re-
sistance.[10]  
A number of germs resistant antibiotics Al-
ready Lots found all over the world, viz 
Methicillin-Resistant Staphylococcus Au-
reus (MRSA), Vancomycin-Resistant En-
terococci (VRE), Penicillin-Resistant 
Pneumococci, Klebsiella pneumoniae 
which produces Extended- Spectrum Beta 
Lactamase (ESBL), Carbapenem-Resistant 
Acinetobacter baumannii.[25.30] Resistant 
germs antibiotics the happen consequence 
use antibiotics are not wisdom and  
application vigilance standards (standard 
precautions) which are not right at the fa-
cility service health. Research result Anti-
microbial Resistance in Indonesia (AM-
RIN-Study) is proven of 2494 individuals 
in the community, 43% were Escherichia 
coli resistant to various type antibiotics in-
cluding: ampicillin (34%), co-trimoxazole 
(29%) and chloramphenicol (25%).  
The results of the study were 781 patients 
treated at hospital found 81% Escherichia 
coli resistant to various type antibiotics, i.e. 
ampicillin (73%), co-trimoxazole (56%), 
chloramphenicol (43%), ciprofloxacin 
(22%), and gentamicin (18%). In 2017, 
WHO issued a list of very bacteria need an-
tibiotics new consequence level high re-
sistance, among others that is Pseudomonas 
aeruginosa, Acinetobacter baumannii, as 
well as Klebsiella pneumoniae. From the 
results of sensitivity and resistance tests an-
tibiotics used in patients with cervical 



International Journal of Medical and Biomedical Studies                                                      o-ISSN: 2589-8698, p-ISSN: 2589-868X 

Davit et al.                                                                                                        International Journal of Medical and Biomedical Studies 

pg. 61  

necrotizing fasciitis with third culture re-
sults microbes the still got antibiotics own 
good sensitivity is tigercycline and mero-
penem.  
Sensitivity test results This in accordance 
with research conducted by Mamdouh in 
2022 in Egypt shows that sepsis is caused 
by Acetinobacter baumannii and Klebsiella 
pneumonia own good sensitivity to the an-
tibiotic tigercycline.[35] Similar results 
also with study Mouloudi in a 3-year-old 
child with Carbapenem-Resistant 
Klebsiella Pneumoniae (CRKP) that 
Tigecycline can give and can lower number 
deaths in the ICU were 30%. 38 The effec-
tiveness of tigecyclines is proven in report 
case to treatment of pneumonia caused var-
ious organism including Mycobacterium 
chelonae, multidrug-resistant Stenotro-
phomonas maltophilia, and carbapenemase 
-producing K. pneumoniae. Tigecycline 
also shows strong in vitro activity to Lots 
Gram- negative organisms, except Proteus 
and Pseudomonas spp. In A study intercon-
tinental involving more of 26,000 isolates, 
many Gram- negative organisms show 
more of 95% vulnerability to tigecycline. 
This including Escherichia coli (E. coli), 
Enterobacter spp, and Klebsiella spp. Other 
frequent Gram- negative organisms prone 
to  
against tigecycline incl Serratia spp, Steno-
trophomonas maltophilia, and Acineto-
bacter spp. [40]This matter in line with re-
sults study that the antibiotic tigecycline is 
sensitive to bacteria Pseudomonas Aeru-
ginosa (66.7%), Klebsiella Pneumonia 
(80%), S Pneumonia (100%), and Acetino-
bacter Baumannii (75%).  
Tigercyclin This is drug first class antibi-
otic glycycycline which has similar struc-
ture with minocycline however modifica-
tion existing structure cause enhancement 
spectrum activity and having more vulner-
ability low to antibiotic resistance com-
pared group tetracycline. Tigercyclin This 
own spectrum for oppose gram negative 
bacteria or good gram negative.[36] 

Tigecycline works with binds ribosomal 
subunits 30 S bacteria, so hinder protein 
synthesis. Resulting activity is bacterio-
static in some big organism with time cer-
tain, but it can also be nature bactericidal on 
isolates S. pneumoniae and L. pneumo-
philia.[36]  
common cultural findings found in patients 
with cervical necrotizing fasciitis is Pseu-
domonas aeruginosa. On research This ob-
tained Pseudomonas Aeruginosa own good 
sensitivity against meropenem was around 
83.4%. Antibiotics beta lactam is known 
own antipseudomonal properties which 
constitute component main in governance 
infection Pseudomonas aeruginosa. Stud-
ies conducted Anggraini in 2018 in Padang 
This showing that use group beta lactam 
like amikacin (76.9%), piperacillin / tazo-
bactam (57.2%), meropenem (57.0%), gen-
tamicin (54.5%), cefepime (53.7%), 
ceftazidime (49.6%), ciprofloxacin 
(48.8%) and aztreonam (35.5%) in cases in-
fection pseudomonas aeruginosa has high 
sensitivity. Sensitivity P. aeruginosa with 
other antibiotics very low that is not enough 
from 10%.[37]  
In study This obtained results sensitivity 
Klebsiella pneumoniae against meropenem 
by 80%. This matter in line with research 
conducted Muztika etc. in 2020 that sensi-
tivity Klebsiella pneumoniae against mero-
penem was at 96.4 %. Klebsiella pneu-
moniae and Eschericia coli producing 
ESBL (Extended spectrum beta lactamase) 
prevalence is 70.9% and 75.7% respec-
tively sensitivity against meropenem at 
96.4 % and 98.8% respectively.[39]  
Meropenem is class of ultra-broad-spec-
trum antibiotics indicated carbapenems For 
Gram positive, Gram negative and anaero-
bic bacteria. Based on research at RSUP 
DR M. Djamil Padang for the period 1 Jan-
uary 2012 – 31 December 2012 found 
meropenem sensitivity to bacteria reason 
the most common form of neonatal sepsis is 
Klebsiella sp amounting to 80.8%.[42] In 
Evita's research at Adam Malik Hospital in 
2014, Acinetobacter baumannii is a type of 
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Acinetobacter spp that often cause infec-
tion nosocomial. Sensitivity test results A. 
baumannii to ampicillin sulbactam, 
imipenem, tobramycin meropenem, rime-
thoprim / sulfamethoxazole Still in limit 
tolerance. Ampicillin-sulbactam or car-
bapenems (imipenem or meropenem) are 
sufficient for treatment infections caused 
by susceptible strains of Acinetobacter spp 
to antibiotics.[43] This matter in line with 
study This that in necrotizing fasciitis sen-
sitive antibiotic meropenem to bacteria 
Klebsiella Pneumonia (80 %), Acetinobac-
ter Baumannii (75 %), and Pseudomonas 
Aeruginosa (83.4%).  
A report case by Lindsay in 2019 is men-
tioned that Acetinobacter Baumannii is one 
of the gram-negative pathogens that can 
causes fasciitis necroticans. Acetinobacter 
Baumannii is one of Frequent microbes na-
ture resistant to various type antibiotics so 
that often done therapy. Acetinobacter Bau-
mannii often infect characteristic host im-
munocompromised so that Lots found with 
polymicrobial conditions.[44] On report 
case This obtained that sensitivity antibiot-
ics happened Acetinobacter Baumannii best 
found in antibiotics collistin (90%), and 
meropenem (64%). Studies This showing 
similar thing that sensitivity to the antibi-
otic meropenem ranges from 75%.  
In several literatures it is found that infec-
tion Streptococcus Pneumonia is one of 
them rare microbes become reason the oc-
currence of fasciitis necroticans, even in 
from 2001 to 2016 only obtained about 17 
reports case of fasciitis necrotiicans with 
Streptococcus Pneumonia culture results. 
On studies even this samples found in pa-
tients with Streptococcus Pneumonia cul-
ture results are almost everything nature 
polymicrobial.[45] 
On a a study conducted by Larsson in 2021 
found exists enhancement resistance to bac-
teria Streptococcus Pneumonia in 2014 
compared to 1999. On study This obtained 
as many as 80% of cases infection Strepto-
coccus Pneumonia occurs multiresistant 
antibiotics compared to 60% in 2007 and 

35% in 1997. In the study This It was found 
that 221 samples were 5% sensitive to co-
trimoxazole, 8% sensitive to erythromycin, 
12% sensitive to ciprofloxacin, 49% sensi-
tive to tetracycline, 99% to vancomycin and 
meropenem.[45] results on study This 
showing almost result similar with Lars-
son's research shows number sensitivity to 
Streptococcus Pneumonia is higher on the 
use of meropenem and also tigercyclin .  

Conclusions  
In patients with cervical necrotizing 
fasciitis, 10 of 28 cases among them are 
polymicrobial and acquired gram negative 
group bacteria is group with most culture 
results, such as Pseudomonas Aeruginosa, 
Klebsiella Pneumonia, and Acetinobacter 
Baumannii. 
This study also found resistant pattern to 
some used antibiotics, however, based on 
sensitivity test results obtained tigercyclin 
and meropenem have the best sensitivity  
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